The Order of United Commercial Travelers of America

Outline of Medicare Supplement Coverage
Benefit Plans A, B, C, D, F, Gand N

These charts show the benefits included in each of the standard Medicare supplement plans. Every company must make Plan “A” available. Some plans may not
be available in your state. The Order of United Commercial Travelers of America offers seven of the eleven plans available.

Basic Benefits:

Hospitalization: Part A coinsurance plus coverage for 365 additional days after Medicare benefits end.

Medical Expenses: Part B coinsurance (generally 20% of Medicare-approved expenses) or copayments for hospital outpatient services. Plans K, L and N
require insureds to pay a portion of Part B coinsurance or co-payments.

Blood: First three pints of blood each year.

Hospice: Part A coinsurance

A B C D F |F* G K L M N
Basic,
Hospitalization Hospitalization including
Basic, Basic, Basic, Basic, Basic, Basic, including | and preventive and preventive Basic, including 100% Part B
including including including including including 100% | 100% Part B care paid at care paid at 100% Part B coinsurance,
100% Part B | 100% Part B 100% Part B 100% Part B Part B coinsurance 100%; other 100%; other coinsurance except up to
coinsurance coinsurance coinsurance coinsurance coinsurance* basic benefits basic benefits $20 copayment
paid at 50% paid at 75% for office visit,
and up to $50
copayment for
ER
Skilled Skilled Skilled Skilled 50% Skilled 75% Skilled Skilled Skilled
Nursing Nursing Nursing Nursing Nursing Nursing Nursing Nursing
Facility Facility Facility Facility Facility Facility Facility Facility
Coinsurance Coinsurance Coinsurance Coinsurance Coinsurance Coinsurance Coinsurance Coinsurance
Part A Part A Part A Part A Part A 50% Part A 75% Part A 50% Part A Part A
Deductible Deductible Deductible Deductible Deductible Deductible Deductible Deductible Deductible
Part B Part B
Deductible Deductible
Part B Excess Part B Excess
(100%) (100%)
Foreign Foreign Foreign Travel | Foreign Travel Foreign Travel Foreign Travel
Travel Travel Emergency Emergency Emergency Emergency
Emergency Emergency
Out-of-pocket Out-of-pocket
limit $4940; paid | limit $2470; paid
at 100% after at 100% after
limit reached limit reached

*Plans F also have an option called a high deductible plan F. This high deductible plan pays the same benefits as Plan F after one has paid a calendar year $2140
deductible. Benefits from high deductible plan F will not begin until out-of-pocket expenses exceed $2140. Out-of-pocket expenses for this deductible are expenses that
would ordinarily be paid by the policy. These expenses include the Medicare Deductibles for Part A and Part B, but do not include the plan’s separate foreign travel
emergency deductible.
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Where Communily The Order of United Commercial Travelers of America ¢ A Fraternal Benefit Society
and Compassion Unite 1801 Watermark Drive, Suite 100, P.O. Box 159019, Columbus, OH 43215
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The Order of United Commercial Travelers of America

ANNUAL NON-TOBACCO PREMIUM RATES
FOR USE IN ALL MONTANA ZIP CODES
Attained Plan A Plan B Plan C Plan D Plan F Plan G Plan N
Age |Male/Female| Male/Female |Male/Female |Male/Female|Male/FemaleMale/Female| Male/Female
<65 $3,823.30 $4,950.41 $5,432.18 $4,822.22 | $5,797.42 | $4,663.08 $4,058.16
65 $1,274.43 $1,650.14 $1,810.73 $1,607.41 | $1,932.47 | $1,554.36 $1,352.72
66 $1,340.73 $1,735.58 $1,899.14 $1,688.44 | $2,013.36 | $1,632.45 $1,409.34
67 $1,408.50 $1,822.52 $1,993.42 $1,772.42 | $2,097.31 | $1,714.97 $1,468.12
68 $1,467.43 $1,899.14 $2,087.72 $1,847.57 | $2,185.85 | $1,788.62 $1,530.10
69 $1,533.74 $1,984.58 $2,177.59 $1,931.54 | $2,271.32 | $1,869.66 $1,589.92
70 $1,594.15 $2,062.67 $2,255.66 $2,008.15 | $2,353.75 | $1,943.32 $1,647.62
71 $1,656.02 $2,142.23 $2,333.77 $2,084.77 | $2,434.66 | $2,017.00 $1,704.26
72 $1,713.48 $2,215.90 $2,407.43 $2,158.43 | $2,510.98 | $2,087.72 $1,757.69
73 $1,768.00 $2,286.62 $2,472.26 $2,226.22 | $2,579.67 | $2,152.54 $1,805.76
74 $1,818.10 $2,352.93 $2,537.10 $2,289.57 | $2,646.83 | $2,215.90 $1,852.78
75 $1,863.78 $2,411.86 $2,594.55 $2,347.02 | $2,706.36 | $2,271.88 $1,894.46
76 $1,906.50 $2,466.37 $2,643.17 $2,400.06 | $2,756.74 | $2,323.46 $1,929.71
77 $1,946.26 $2,520.88 $2,688.83 $2,451.63 | $2,805.58 | $2,372.06 $1,963.90
78 $1,984.58 $2,569.50 $2,730.10 $2,500.26 | $2,849.85 | $2,417.74 $1,994.88
79 $2,021.42 $2,613.70 $2,768.41 $2,542.98 | $2,889.53 | $2,460.47 $2,022.67
80 $2,052.35 $2,656.43 $2,805.24 $2,584.24 | $2,926.17 | $2,501.73 $2,048.31
81 $2,081.82 $2,694.74 $2,840.60 $2,621.07 | $2,964.34 | $2,537.10 $2,075.03
82 $2,109.82 $2,731.58 $2,877.44 $2,657.90 | $3,002.50 | $2,570.97 $2,101.74
83 $2,136.34 $2,766.94 $2,912.79 $2,693.27 | $3,039.12 | $2,604.86 $2,127.38
84 $2,164.34 $2,800.82 $2,945.20 $2,725.67 | $3,072.70 | $2,635.79 $2,150.89
85 $2,187.91 $2,833.23 $2,977.62 $2,756.62 | $3,106.30 | $2,666.74 $2,174.40
86 $2,212.96 $2,864.18 $3,008.57 $2,789.02 | $3,138.34 | $2,696.22 $2,196.83
87 $2,236.53 $2,896.58 $3,039.49 $2,818.50 | $3,171.93 | $2,725.67 $2,220.36
88 $2,258.62 $2,921.62 $3,066.02 $2,846.50 | $3,197.88 | $2,753.67 $2,238.51
89 $2,279.25 $2,951.09 $3,091.06 $2,871.54 | $3,226.88 | $2,778.72 $2,258.82
90 $2,299.87 $2,976.14 $3,117.60 $2,898.06 | $3,252.83 | $2,802.29 $2,276.98
91 $2,319.04 $3,002.66 $3,141.17 $2,921.62 | $3,277.26 | $2,825.86 $2,294.07
92 $2,336.72 $3,024.77 $3,161.78 $2,943.74 | $3,298.62 | $2,847.97 $2,309.03
93 $2,352.93 $3,045.39 $3,182.42 $2,965.83 | $3,319.99 | $2,867.11 $2,323.99
94 $2,369.12 $3,066.02 $3,200.09 $2,986.46 | $3,339.82 | $2,887.75 $2,337.88
95 $2,382.39 $3,083.70 $3,217.77 $3,002.66 | $3,356.62 | $2,903.95 $2,349.62
96 $2,397.13 $3,101.38 $3,232.50 $3,020.35 | $3,373.42 | $2,920.16 $2,361.38
97 $2,411.86 $3,120.54 $3,250.19 $3,036.56 | $3,390.21 | $2,937.83 $2,373.14
98 $2,426.59 $3,139.68 $3,267.87 $3,055.71 | $3,408.52 | $2,955.53 $2,385.97
99 $2,439.85 $3,155.89 $3,282.61 $3,071.92 | $3,425.32 | $2,971.74 $2,397.72
MODAL FACTORS
Semi-Annual - 0.51500 Quarterly — 0.26250 Direct Monthly — 0.10000 Monthly EFT - 0.08333
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The Order of United Commercial Travelers of America

ANNUAL TOBACCO PREMIUM RATES
FOR USE IN ALL MONTANA ZIP CODES

Attained Plan A Plan B Plan C Plan D Plan F Plan G Plan N
Age Male/Female | Male/Female | Male/Female | Male/Female | Male/Female | Male/Female | Male/Female
<65 $4,778.02 $6,188.02 $6,789.12 $6,024.46 $7,249.03 $5,829.96 $5,074.30

65 $1,592.67 $2,062.67 $2,263.04 $2,008.15 $2,416.34 $1,943.32 $1,691.43
66 $1,675.18 $2,170.22 $2,375.02 $2,109.82 $2,515.55 $2,040.58 $1,760.89
67 $1,760.64 $2,279.25 $2,492.89 $2,217.37 $2,620.89 $2,145.18 $1,834.61
68 $1,834.30 $2,373.56 $2,609.27 $2,310.18 $2,730.79 $2,236.53 $1,911.56
69 $1,916.82 $2,481.11 $2,721.26 $2,414.79 $2,839.18 $2,336.72 $1,987.42
70 $1,991.95 $2,578.34 $2,819.97 $2,510.57 $2,941.45 $2,428.06 $2,059.01
71 $2,070.03 $2,678.53 $2,918.69 $2,606.34 $3,043.70 $2,522.35 $2,130.58
72 $2,140.76 $2,769.88 $3,010.04 $2,697.68 $3,138.34 $2,609.27 $2,196.83
73 $2,208.53 $2,858.27 $3,091.06 $2,781.66 $3,225.34 $2,691.79 $2,257.74
74 $2,271.88 $2,940.78 $3,170.62 $2,862.70 $3,307.78 $2,768.41 $2,315.45
75 $2,329.35 $3,014.45 $3,242.82 $2,933.42 $3,382.58 $2,839.13 $2,367.80
76 $2,382.39 $3,083.70 $3,303.22 $3,001.19 $3,446.70 $2,903.95 $2,412.68
77 $2,433.95 $3,151.47 $3,362.16 $3,066.02 $3,507.75 $2,965.83 $2,455.42
78 $2,481.11 $3,210.42 $3,413.73 $3,124.95 $3,561.18 $3,023.29 $2,492.82
79 $2,523.82 $3,267.87 $3,462.35 $3,179.47 $3,611.55 $3,076.34 $2,528.08
80 $2,565.08 $3,320.92 $3,506.56 $3,231.04 $3,657.34 $3,126.42 $2,560.14
81 $2,601.92 $3,368.06 $3,550.74 $3,278.18 $3,704.66 $3,170.62 $2,593.26
82 $2,637.29 $3,413.73 $3,597.89 $3,323.86 $3,751.98 $3,214.82 $2,626.38
83 $2,671.16 $3,457.92 $3,642.10 $3,366.58 $3,799.30 $3,256.07 $2,659.51
84 $2,703.58 $3,499.19 $3,681.88 $3,406.37 $3,840.50 $3,294.39 $2,688.34
85 $2,735.98 $3,541.90 $3,723.13 $3,446.15 $3,883.25 $3,334.17 $2,718.27
86 $2,765.45 $3,581.69 $3,761.45 $3,485.92 $3,924.46 $3,371.00 $2,747.12
87 $2,796.40 $3,618.52 $3,799.75 $3,522.76 $3,964.15 $3,407.84 $2,774.90
88 $2,822.93 $3,653.90 $3,832.17 $3,556.64 $3,997.73 $3,440.25 $2,798.41
89 $2,849.44 $3,689.24 $3,864.58 $3,590.54 $4,032.84 $3,474.14 $2,822.99
90 $2,874.48 $3,721.66 $3,896.99 $3,621.47 $4,066.42 $3,503.60 $2,846.50
91 $2,899.52 $3,752.60 $3,927.92 $3,652.42 $4,096.95 $3,533.06 $2,867.86
92 $2,920.16 $3,780.59 $3,952.97 $3,678.93 $4,122.91 $3,559.59 $2,886.03
93 $2,942.26 $3,807.11 $3,978.03 $3,706.93 $4,150.37 $3,584.65 $2,905.26
94 $2,961.42 $3,833.63 $4,001.60 $3,731.98 $4,174.80 $3,609.69 $2,922.37
95 $2,977.62 $3,854.26 $4,022.22 $3,752.60 $4,196.18 $3,630.31 $2,937.32
96 $2,995.30 $3,877.84 $4,042.86 $3,774.70 $4,216.02 $3,650.94 $2,951.20
97 $3,012.98 $3,901.42 $4,062.01 $3,796.81 $4,237.38 $3,673.04 $2,966.17
98 $3,032.14 $3,924.99 $4,084.10 $3,818.90 $4,260.27 $3,693.67 $2,982.18
99 $3,048.34 $3,945.61 $4,104.72 $3,841.00 $4,280.12 $3,715.77 $2,996.08
MODAL FACTORS
Semi-Annual — 0.51500 Quarterly — 0.26250 Direct Monthly — 0.10000 Monthly EFT - 0.08333
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PREMIUM INFORMATION

We, The Order of United Commercial Travelers of America, can only raise your premium if we raise the
premium for all policies like yours in this State. Premiums are based on your attained age and will change on
your policy anniversary date.

DISCLOSURES

Use this outline to compare benefits and premiums among policies.

READ YOUR POLICY VERY CAREFULLY

This is only an outline describing your policy’s most important features. The policy is your insurance contract.
You must read the policy itself to understand all of the rights and duties of both you and The Order of United
Commercial Travelers of America.

RIGHT TO RETURN POLICY

If you find that you are not satisfied with your policy, you may return it to: The Order of United Commercial
Travelers of America, 1801 Watermark Drive, Suite 100, P.O. Box 159019, Columbus, Ohio 43215-8619, or to
the representative through whom the policy was purchased. If you send the policy back to us within 30 days
after you receive it, we will treat the policy as if it had never been issued and return all of your payments.

POLICY REPLACEMENT
If you are replacing another health insurance policy, do NOT cancel it until you have actually received your
new policy and are sure you want to keep it.
NOTICE
This policy may not fully cover all of your medical costs. Neither The Order of United Commercial Travelers

of America nor its agents are connected with Medicare. This outline of coverage does not give all the details of
Medicare coverage. Contact your local Social Security Office or consult Medicare and You for more details.

COMPLETE ANSWERS ARE VERY IMPORTANT

When you fill out the application for the new policy, be sure to answer truthfully and completely all questions
about your medical and health history. The company may cancel your policy and refuse to pay any claims if
you leave out or falsify important medical information.

Review the application carefully before you sign it. Be certain that all information has been properly
recorded.

Please refer to your policy for details.
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PLAN A

MEDICARE (PART A) - HOSPITAL SERVICES - PER BENEFIT PERIOD

*A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you have been
out of the hospital and have not received skilled care in any other facility for 60 days in a row.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY

HOSPITALIZATION*
Semiprivate room and board, general
nursing and miscellaneous services
and supplies:
First 60 days All but $1216 $0 $1216 (Part A deductible)
61* thru 90" day All but $304 a day $304 a day $0
91* day and after:
— While using 60 lifetime reserve

days All but $608 a day $608 a day $0
— Once lifetime reserve days are

used:

— Additional 365 days $0 100% of Medicare | $0**
eligible expenses
— Beyond the additional 365 days | $0 $0 All costs

SKILLED NURSING
FACILITY CARE*
You must meet Medicare’s
requirements, including having been
in a hospital for at least 3 days and
entered a Medicare-approved facility
within 30 days after leaving the
hospital:
First 20 days All approved amounts $0 $0
21 thru 100" day Al but $152.00 a day $0 Up to $152.00 a day
101* day and after $0 $0 All costs
BLOOD
First 3 pints $0 3 pints $0
Additional amounts 100% $0 $0
HOSPICE CARE
You must meet Medicare's All but very I'.m'tEd .

. . : , copayment/coinsurance | Medicare/
requirements, including a doctor's for out-patient drugs and | co-payment/
certification of terminal illness . ; . .

inpatient respite care coinsurance $0

**NOTICE: When your Medicare Part A hospital benefits are exhausted, the insurer stands in the place of Medicare and
will pay whatever amount Medicare would have paid for up to an additional 365 days as provided in the policy’s “Core
Benefits.” During this time the hospital is prohibited from billing you for the balance based on any difference between
its billed charges and the amount Medicare would have paid.
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*Once you have been billed $147 of Medicare-approved amounts for covered services (which are noted with an

PLAN A
MEDICARE (PART B) — MEDICAL SERVICES - PER CALENDAR YEAR

asterisk), your Part B deductible will have been met for the calendar year.

SERVICES

MEDICARE
PAYS

PLAN PAYS

YOU PAY

MEDICAL EXPENSES —
IN OR OUT OF THE HOSPITAL
AND OUTPATIENT HOSPITAL
TREATMENT, such as Physician’s
services, inpatient and outpatient
medical and surgical services and
supplies, physical and speech therapy,
diagnostic tests, durable medical
equipment,

First $147 of Medicare

Approved Amounts*

Remainder of Medicare

$0

$0

$147 (Part B deductible)

Approved Amounts Generally 80% Generally 20% $0
PART B EXCESS CHARGES
(Above Medicare Approved Amounts) | $0 $0 All costs
BLOOD
First 3 pints $0 All costs $0
Next $147 of Medicare Approved
Amounts* $0 $0 $147 (Part B deductible)
Remainder of Medicare Approved
Amounts 80% 20% $0
CLINICAL LABORATORY
SERVICES - TESTS FOR
DIAGNOSTIC SERVICES 100% $0 $0
PARTSA &B
SERVICES MEDICARE PLAN PAYS YOU PAY
PAYS
HOME HEALTH CARE
MEDICARE APPROVED SERVICES
— Medically necessary skilled care
services and medical supplies 100% $0 $0
— Durable medical equipment
First $147 of Medicare Approved
Amounts* $0 $0 $147 (Part B deductible)
Remainder of Medicare
Approved Amounts 80% 20% $0
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PLAN B

MEDICARE (PART A) - HOSPITAL SERVICES - PER BENEFIT PERIOD

*A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you have been out
of the hospital and have not received skilled care in any other facility for 60 days in a row.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY

HOSPITALIZATION*
Semiprivate room and board,
general nursing and miscellaneous
services and supplies:
First 60 days All but $1216 $1216 (Part A deductible) $0
61 thru 90" day All but $304 a day $304 a day $0
91* day and after:
— While using 60 lifetime reserve

days All but $608 a day $608 a day $0
— Once lifetime reserve days are

used:

— Additional 365 days $0 100% of Medicare eligible $0**
expenses
— Beyond the additional 365
days $0 $0 All costs

SKILLED NURSING
FACILITY CARE*
You must meet Medicare’s
requirements, including having been
in a hospital for at least 3 days and
entered a Medicare-approved facility
within 30 days after leaving the
hospital:
First 20 days All approved amounts $0 $0
21 thru 100" day All but $152.00 a day $0 Up to $152.00 a day
101* day and after $0 $0 All costs
BLOOD
First 3 pints $0 3 pints $0
Additional amounts 100% $0 $0
HOSPICE CARE
You must meet Medicare's All but very I|_m|ted .

. . . . copayment/coinsurance | Medicare/
requirements, including a doctor's f t-patient d d | co-pavment/
certification of terminal illness ror out-patient drugs an -pay

inpatient respite care coinsurance $0

**NOTICE: When your Medicare Part A hospital benefits are exhausted, the insurer stands in the place of Medicare and will
pay whatever amount Medicare would have paid for up to an additional 365 days as provided in the policy’s “Core Benefits.”
During this time the hospital is prohibited from billing you for the balance based on any difference between its billed charges
and the amount Medicare would have paid.
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*Once you have been billed $147 of Medicare-approved amounts for covered services (which are noted with an asterisk),
your Part B deductible will have been met for the calendar year.

PLAN B
MEDICARE (PART B) — MEDICAL SERVICES - PER CALENDAR YEAR

SERVICES

MEDICARE
PAYS

PLAN PAYS

YOU PAY

MEDICAL EXPENSES —
IN OR OUT OF THE HOSPITAL
AND OUTPATIENT HOSPITAL
TREATMENT, such as Physician’s
services, inpatient and outpatient
medical and surgical services and
supplies, physical and speech therapy,
diagnostic tests, durable medical
equipment,

First $147 of Medicare

Approved Amounts*

Remainder of Medicare

$0

$0

$147 (Part B deductible)

Approved Amounts Generally 80% Generally 20% $0
PART B EXCESS CHARGES
(Above Medicare Approved Amounts) | $0 $0 All costs
BLOOD
First 3 pints $0 All costs $0
Next $147 of Medicare Approved
Amounts* $0 $0 $147 (Part B deductible)
Remainder of Medicare Approved
Amounts 80% 20% $0
CLINICAL LABORATORY
SERVICES - TESTS FOR
DIAGNOSTIC SERVICES 100% $0 $0
PARTSA &B
SERVICES MEDICARE PLAN PAYS YOU PAY
PAYS
HOME HEALTH CARE
MEDICARE APPROVED SERVICES
— Medically necessary skilled care
services and medical supplies 100% $0 $0
— Durable medical equipment
First $147 of Medicare Approved
Amounts* $0 $0 $147 (Part B deductible)
Remainder of Medicare
Approved Amounts 80% 20% $0
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PLAN C
MEDICARE (PART A) - HOSPITAL SERVICES - PER BENEFIT PERIOD

*A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you have been out of
the hospital and have not received skilled care in any other facility for 60 days in a row.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY

HOSPITALIZATION*
Semiprivate room and board,
general nursing and miscellaneous
services and supplies:

First 60 days All but $1216 $1216 (Part A deductible) $0
61 thru 90" day All but $304 a day $304 a day $0
91* day and after:

— While using 60 lifetime reserve

days All but $608 a day $608 a day $0
— Once lifetime reserve days are
used:
— Additional 365 days $0 100% of Medicare eligible $0**
expenses

— Beyond the additional 365
days $0 $0 All costs

SKILLED NURSING
FACILITY CARE*

You must meet Medicare’s
requirements, including having
been in a hospital for at least 3 days
and entered a Medicare-approved
facility within 30 days after leaving

the hospital:

First 20 days All approved amounts $0 $0
21 thru 100" day All but $152.00 a day Up to $152.00 a day $0
101* day and after $0 $0 All costs
BLOOD

First 3 pints $0 3 pints $0
Additional amounts 100% $0 $0
HOSPICE CARE

You must meet Medicare's All but very limited

requirements, including a doctor's copayment/coinsurance | Medicare/

certification of terminal illness for out-patient drugs and | co-payment/

inpatient respite care coinsurance $0

**NOTICE: When your Medicare Part A hospital benefits are exhausted, the insurer stands in the place of Medicare and
will pay whatever amount Medicare would have paid for up to an additional 365 days as provided in the policy’s “Core
Benefits.” During this time the hospital is prohibited from billing you for the balance based on any difference between its
billed charges and the amount Medicare would have paid.
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PLANC

MEDICARE (PART B) - MEDICAL SERVICES - PER CALENDAR YEAR
*Once you have been billed $147 of Medicare-approved amounts for covered services (which are noted with an
asterisk), your Part B deductible will have been met for the calendar year.

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

MEDICAL EXPENSES —
IN OR OUT OF THE HOSPITAL
AND OUTPATIENT HOSPITAL
TREATMENT, such as Physician’s
services, inpatient and outpatient
medical and surgical services and
supplies, physical and speech
therapy, diagnostic tests, durable
medical equipment,
First $147 of Medicare
Approved Amounts*
Remainder of Medicare
Approved Amounts

$0

Generally 80%

$147 (Part B deductible)

Generally 20%

$0
$0

PART B EXCESS CHARGES
(Above Medicare Approved
Amounts)

$0

$0

All costs

BLOOD

First 3 pints

Next $147 of Medicare Approved
Amounts*

Remainder of Medicare Approved
Amounts

$0
$0

80%

All costs
$147 (Part B deductible)

20%

$0
$0
$0

CLINICAL LABORATORY
SERVICES - TESTS FOR
DIAGNOSTIC SERVICES

100%

$0

$0

PARTSA &B

HOME HEALTH CARE

MEDICARE APPROVED

SERVICES

— Medically necessary skilled care
services and medical supplies

— Durable medical equipment
First $147 of Medicare
Approved Amounts*
Remainder of Medicare
Approved Amounts

100%

$0

80%

$0

$147 (Part B deductible)

20%

$0

$0
$0

OTHER BENEFITS — NOT COVERED BY MEDICARE

FOREIGN TRAVEL -

NOT COVERED BY
MEDICARE

Medically necessary emergency care
services beginning during the first
60 days of each trip outside the USA
First $250 each calendar year
Remainder of charges

$0
$0

$0
80% to a lifetime maximum
benefit of $50,000.

$250

20% and amounts over

the $50,000 lifetime
maximum.

MSAOC2013 MT
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*A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you have been out of the

PLAND
MEDICARE (PART A) - HOSPITAL SERVICES - PER BENEFIT PERIOD

hospital and have not received skilled care in any other facility for 60 days in a row.

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

HOSPITALIZATION*
Semiprivate room and board,
general nursing and
miscellaneous services and

supplies:
First 60 days All but $1216 $1216 (Part A deductible) $0
61* thru 90" day All but $304 a day $304 a day $0
91* day and after:
— While using 60 lifetime

reserve days All but $608 a day $608 a day $0
— Once lifetime reserve days

are used:

— Additional 365 days $0 100% of Medicare eligible | $0**
expenses
— Beyond the additional 365
days $0 $0 All costs
SKILLED NURSING
FACILITY CARE*
You must meet Medicare’s
requirements, including having
been in a hospital for at least 3
days and entered a Medicare-
approved facility within 30 days
after leaving the hospital:
First 20 days All approved amounts $0 $0
21 thru 100" day All but $152.00 a day Up to $152.00 a day $0
101* day and after $0 $0 All costs
BLOOD
First 3 pints $0 3 pints $0
Additional amounts 100% $0 $0
HOSPICE CARE
You must meet Medicare's All but very limited
requirements, including a copayment/coinsuranc
doctor's certification of terminal | e for out-patient drugs | Medicare/
illness and inpatient respite co-payment/
care coinsurance $0

**NOTICE: When your Medicare Part A hospital benefits are exhausted, the insurer stands in the place of Medicare and
will pay whatever amount Medicare would have paid for up to an additional 365 days as provided in the policy’s “Core
Benefits.” During this time the hospital is prohibited from billing you for the balance based on any difference between its
billed charges and the amount Medicare would have paid.

MSAOC2013 MT
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PLAN D

MEDICARE (PART B) - MEDICAL SERVICES - PER CALENDAR YEAR
*0Once you have been billed $147 of Medicare-approved amounts for covered services (which are noted with an asterisk),
your Part B deductible will have been met for the calendar year.

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

MEDICAL EXPENSES -
IN OR OUT OF THE HOSPITAL
AND OUTPATIENT HOSPITAL
TREATMENT, such as Physician’s
services, inpatient and outpatient
medical and surgical services and
supplies, physical and speech
therapy, diagnostic tests, durable
medical equipment,
First $147 of Medicare
Approved Amounts*
Remainder of Medicare
Approved Amounts

$0

Generally 80%

$0

Generally 20%

$147 (Part B deductible)

$0

PART B EXCESS CHARGES
(Above Medicare Approved
Amounts)

$0

$0

All costs

BLOOD

First 3 pints

Next $147 of Medicare Approved
Amounts*

Remainder of Medicare Approved
Amounts

$0
$0

80%

All costs
$0

20%

$0
$147 (Part B deductible)

$0

CLINICAL LABORATORY
SERVICES - TESTS FOR
DIAGNOSTIC SERVICES

100%

$0

$0

PARTSA &B

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

HOME HEALTH CARE

MEDICARE APPROVED

SERVICES

— Medically necessary skilled care
services and medical supplies

— Durable medical equipment
First $147 of Medicare
Approved Amounts*
Remainder of Medicare
Approved Amounts

100%

$0

80%

$0

$0

20%

$0

$147 (Part B deductible)

$0

MSAOC2013 MT
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PLAN D

OTHER BENEFITS — NOT COVERED BY MEDICARE

SERVICES

MEDICARE
PAYS

PLAN PAYS

YOU PAY

FOREIGN TRAVEL -

NOT COVERED BY MEDICARE
Medically necessary emergency care
services beginning during the first 60
days of each trip outside the USA
First $250 each calendar year
Remainder of charges

$0
$0

$0

80% to a lifetime
maximum benefit of
$50,000.

$250
20% and amounts over the

$50,000 lifetime maximum.

MSAOC2013 MT Effective January 1, 2014 and Rates Effective August 1, 2013 (under age 65 eff. 1/1/14)
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PLAN F

MEDICARE (PART A) - HOSPITAL SERVICES - PER BENEFIT PERIOD

*A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you have been

out of the hospital and have not received skilled care in any other facility for 60 days in a row.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
HOSPITALIZATION*
Semiprivate room and board,
general nursing and
miscellaneous services and
supplies:
First 60 days All but $1216 $1216 (Part A deductible) $0
61 thru 90" day Al but $304 a day $304 a day $0
91* day and after:
— While using 60 lifetime
reserve days All but $608 a day $608 a day $0
— Once lifetime reserve
days are used:
— Additional 365 days $0 100% of Medicare eligible $0**
expenses
— Beyond the additional
365 days $0 $0 All costs

SKILLED NURSING
FACILITY CARE*
You must meet Medicare’s
requirements, including
having been in a hospital for
at least 3 days and entered a
Medicare-approved facility
within 30 days after leaving
the hospital:
First 20 days All approved amounts $0 $0
21 thru 100" day All but $152.00 a day Up to $152.00 a day $0
101* day and after $0 $0 All costs
BLOOD
First 3 pints $0 3 pints $0
Additional amounts 100% $0 $0
HOSPICE CARE
You must meet Medicare's All but very limited
requirements, including a copayment/coinsurance for | Medicare/
doctor's certification of out-patient drugs and co-payment/
terminal illness inpatient respite care coinsurance $0

**NOTICE: When your Medicare Part A hospital benefits are exhausted, the insurer stands in the place of Medicare
and will pay whatever amount Medicare would have paid for up to an additional 365 days as provided in the policy’s
“Core Benefits.” During this time the hospital is prohibited from billing you for the balance based on any difference
between its billed charges and the amount Medicare would have paid.

MSAOC2013 MT
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PLAN F

MEDICARE (PART B) — MEDICAL SERVICES - PER CALENDAR YEAR

*Once you have been billed $147 of Medicare-approved amounts for covered services (which are noted with an
asterisk), your Part B deductible will have been met for the calendar year.

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

MEDICAL EXPENSES -
IN OR OUT OF THE HOSPITAL
AND OUTPATIENT HOSPITAL
TREATMENT, such as Physician’s
services, inpatient and outpatient
medical and surgical services and
supplies, physical and speech
therapy, diagnostic tests, durable
medical equipment,
First $147 of Medicare
Approved Amounts*
Remainder of Medicare
Approved Amounts

$0

Generally 80%

$147 (Part B deductible)

Generally 20%

$0
$0

PART B EXCESS CHARGES
(Above Medicare Approved
Amounts)

$0

100%

$0

BLOOD

First 3 pints

Next $147 of Medicare Approved
amounts*

Remainder of Medicare Approved
amounts

$0
$0

80%

All costs
$147 (Part B deductible)

20%

$0
$0
$0

CLINICAL LABORATORY
SERVICES - TESTS FOR
DIAGNOSTIC SERVICES

100%

$0

$0

MSAOC2013 MT Effective January 1, 2014 and Rates Effective August 1, 2013 (under age 65 eff. 1/1/14)
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PLAN F
PARTSA &B

*Once you have been billed $147 of Medicare-approved amounts for covered services (which are noted with an
asterisk), your Part B deductible will have been met for the calendar year.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY

HOME HEALTH CARE

MEDICARE APPROVED

SERVICES

— Medically necessary skilled
care services and medical
supplies 100% $0 $0

— Durable medical equipment
First $147 of Medicare

Approved Amounts* $0 $147 (Part B deductible) $0
Remainder of Medicare
Approved Amounts 80% 20% $0

OTHER SERVICES - NOT COVERED BY MEDICARE

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY

FOREIGN TRAVEL — NOT
COVERED BY MEDICARE
Medically necessary emergency
care services beginning during the
first 60 days of each trip outside

the USA
First $250 each calendar year $0 $0 $250
Remainder of charges $0 80% to a lifetime maximum | 20% and amounts over
benefit of $50,000 the $50,000 lifetime
maximum

MSAOC2013 MT Effective January 1, 2014 and Rates Effective August 1, 2013 (under age 65 eff. 1/1/14) 16



out of the hospital and have not received skilled care in any other facility for 60 days in a row.

PLAN G
MEDICARE (PART A) - HOSPITAL SERVICES - PER BENEFIT PERIOD

*A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you have been

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
HOSPITALIZATION*
Semiprivate room and board,
general nursing and
miscellaneous services and
supplies:
First 60 days All but $1216 $1216 (Part A deductible) $0
61° thru 90" day All but $304 a day $304 a day $0
91% day and after:
— While using 60 lifetime
reserve days All but $608 a day $608 a day $0
— Once lifetime reserve days
are used:
— Additional 365 days $0 100% of Medicare eligible $0**
expenses
— Beyond the additional 365
days $0 $0 All costs
SKILLED NURSING
FACILITY CARE*
You must meet Medicare’s
requirements, including having
been in a hospital for at least 3
days and entered a Medicare-
approved facility within 30 days
after leaving the hospital:
First 20 days All approved amounts $0 $0
21 thru 100" day All but $152.00 a day Up to $152.00 a day $0
101% day and after $0 $0 Al costs
BLOOD
First 3 pints $0 3 pints $0
Additional amounts 100% $0 $0
HOSPICE CARE
You must meet Medicare's All but very limited
requirements, including a doctor's | copayment/coinsuranc
certification of terminal illness e for out-patient drugs _
and inpatient respite | Medicare/
co-payment/
care .
coinsurance $0

**NOTICE: When your Medicare Part A hospital benefits are exhausted, the insurer stands in the place of Medicare
and will pay whatever amount Medicare would have paid for up to an additional 365 days as provided in the policy’s
“Core Benefits.” During this time the hospital is prohibited from billing you for the balance based on any difference
between its billed charges and the amount Medicare would have paid.

MSAOC2013 MT Effective January 1, 2014 and Rates Effective August 1, 2013 (under age 65 eff. 1/1/14)
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PLAN G
MEDICARE (PART B) — MEDICAL SERVICES - PER CALENDAR YEAR

*Once you have been billed $147 of Medicare-approved amounts for covered services (which are noted with an
asterisk), your Part B deductible will have been met for the calendar year.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY

MEDICAL EXPENSES —
IN OR OUT OF THE HOSPITAL
AND OUTPATIENT HOSPITAL
TREATMENT, such as Physician’s
services, inpatient and outpatient
medical and surgical services and
supplies, physical and speech
therapy, diagnostic tests, durable
medical equipment,

First $147 of Medicare

Approved Amounts* $0 $0 $147 (Part B deductible)
Remainder of Medicare
Approved Amounts Generally 80% Generally 20% $0

PART B EXCESS CHARGES
(Above Medicare Approved

Amounts) $0 100% 0%

BLOOD

First 3 pints $0 All costs $0

Next $147 of Medicare Approved

Amounts* $0 $0 $147 (Part B deductible)
Remainder of Medicare Approved

Amounts 80% 20% $0

CLINICAL LABORATORY
SERVICES - TESTS FOR
DIAGNOSTIC SERVICES 100% $0 $0

(continued)
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PLAN G
PARTSA &B

*Once you have been billed $147 of Medicare-approved amounts for covered services (which are noted with an asterisk),
your Part B deductible will have been met for the calendar year.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY

HOME HEALTH CARE

MEDICARE APPROVED

SERVICES

— Medically necessary skilled
care services and medical
supplies 100% $0 $0

— Durable medical equipment
First $147 of Medicare

Approved Amounts* $0 $0 $147 (Part B deductible)
Remainder of Medicare
Approved Amounts 80% 20% $0
OTHER BENEFITS - NOT COVERED BY MEDICARE
SERVICES MEDICARE PAYS PLAN PAYS YOU PAY

FOREIGN TRAVEL — NOT
COVERED BY MEDICARE

Medically necessary emergency
care services beginning during the
first 60 days of each trip outside

the USA
First $250 each calendar year $0 $0 $250
Remainder of Charges $0 80% to a lifetime 20% and amounts over the
maximum benefit of $50,000 lifetime maximum
$50,000.
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*A benefit period begins on the first day you receive service as an inpatient in a hospital and ends after you have been out of the

PLAN N
MEDICARE (PART A) - HOSPITAL SERVICES - PER BENEFIT PERIOD

hospital and have not received skilled care in any other facility for 60 days in a row.

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

HOSPITALIZATION*
Semiprivate room and board,
general nursing and
miscellaneous services and

supplies:
First 60 days All but $1216 $1216 (Part A deductible) $0
61* thru 90" day All but $304 a day $304 a day $0
91* day and after:
— While using 60 lifetime

reserve days All but $608 a day $608 a day $0
— Once lifetime reserve days

are used:

— Additional 365 days $0 100% of Medicare eligible | $0**
expenses
— Beyond the additional 365
days $0 $0 All costs
SKILLED NURSING
FACILITY CARE*
You must meet Medicare’s
requirements, including having
been in a hospital for at least 3
days and entered a Medicare-
approved facility within 30 days
after leaving the hospital:
First 20 days All approved amounts $0 $0
21 thru 100" day All but $152.00 a day Up to $152.00 a day $0
101* day and after $0 $0 All costs
BLOOD
First 3 pints $0 3 pints $0
Additional amounts 100% $0 $0
HOSPICE CARE
You must meet Medicare's All but very limited
requirements, including a copayment/coinsuranc
doctor's certification of terminal | e for out-patient drugs | Medicare/
illness and inpatient respite co-payment/
care coinsurance $0

**NOTICE: When your Medicare Part A hospital benefits are exhausted, the insurer stands in the place of Medicare and
will pay whatever amount Medicare would have paid for up to an additional 365 days as provided in the policy’s “Core
Benefits.” During this time the hospital is prohibited from billing you for the balance based on any difference between its
billed charges and the amount Medicare would have paid.

MSAOC2013 MT
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PLAN N

MEDICARE (PART B) - MEDICAL SERVICES - PER CALENDAR YEAR

*Once you have been billed $147 of Medicare-approved amounts for covered services (which are noted with an asterisk),

your Part B deductible will have been met for the calendar year.

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

MEDICAL EXPENSES -
IN OR OUT OF THE HOSPITAL
AND OUTPATIENT HOSPITAL
TREATMENT, such as Physician’s
services, inpatient and outpatient
medical and surgical services and
supplies, physical and speech
therapy, diagnostic tests, durable
medical equipment,
First $147 of Medicare
Approved Amounts*
Remainder of Medicare
Approved Amounts

$0

Generally 80%

$0

Balance, other than
up to $20 per office
visit and up to $50
per emergency room
visit. The co-
payment of up to
$50 is waived if the
insured is admitted
to any hospital and
the emergency visit
is covered as a
Medicare Part A
expense.

$147 (Part B deductible)

Up to $20 per office visit and up
to $50 per emergency room
visit. The co-payment of up to
$50 is waived if the insured is
admitted to any hospital and the
emergency visit is covered as a
Medicare Part A expense.

PART B EXCESS CHARGES
(Above Medicare Approved

Amounts) $0 $0 All costs

BLOOD

First 3 pints $0 All costs $0

Next $147 of Medicare Approved

Amounts* $0 $0 $147 (Part B deductible)
Remainder of Medicare Approved

Amounts 80% 20% $0

CLINICAL LABORATORY

SERVICES - TESTS FOR

DIAGNOSTIC SERVICES 100% $0 $0

MSAOC2013 MT
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PLAN N

PARTSA &B

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

HOME HEALTH CARE

MEDICARE APPROVED

SERVICES

— Medically necessary skilled
care services and medical
supplies

— Durable medical equipment
First $147 of Medicare
Approved Amounts*
Remainder of Medicare
Approved Amounts

100%

$0

80%

$0

$0

20%

$0

$147 (Part B deductible)

$0

OTHER BENEFITS - NOT COVERED BY MEDICARE

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

FOREIGN TRAVEL — NOT

COVERED BY MEDICARE

Medically necessary emergency

care services beginning during the
first 60 days of each trip outside the

USA
First $250 each calendar year
Remainder of charges

$0
$0

$0

80% to a lifetime
maximum benefit of
$50,000.

$250
20% and amounts over the

$50,000 lifetime maximum.
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